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The cost report submission requirements and the rate computation
methodology effective July 1, 1991 shall be the same as those for other
cost-based facilities.

The intent of this reimbursement system shall be to recognize the
reasonable costs associated with the services and level of care provided by
IMD facilities. "

SECTION 780. DEFINITION

For purposes of this system, an IMD is a publicly operated cost-based facility
primarily engaged in providing diagnosis, treatment or care of persons with
mental diseases, including medical attention, nursing care and related services.
Coverage shall be limited to individuals age sixty-five (65) and above.

SECTION 790. INTRODUCTION TO DUAL LICENSE PEDIATRIC FACILITIES

A.

This payment system shall be designed for dual licensed pediatrics
facilities that are providing services to Medicaid recipients and shall be
reimbursed by the Department for Medicaid Services. Except as specified
in this manual supplement, policies and procedures as stated in the
Department for Medicaid Services Cost-Based Facility Reimbursement
Manual. This reimbursement system shall be effective with the rate setting
onJuly 1, 1991.

The cost report submission requirements and the rate computation
methodology rates effective July 1, 1991 shall be the same as those for all
other cost-based facilities. -

The intent of this reimbursement system shall be to recognize the
reasonable costs associated with the services and level of care provided by
Dual License Pediatric Facilities.

SECTION 800. DEFINITION

A facility having Dual Licensed Pediatric Facility beds and providing pediatric
care only shall be classified as a pediatric Dual Licensed facility and shall receive
reimbursement in accordance with the payment mechanism developed for that
class of facility.
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SECTION 810. INTRODUCTION TO THE COST-BASED FACILITY COST
REPORT

The Annual Cost-Based Facility Cost Report provides for the submission of cost
and statistical data which shall be used in rate setting and in reporting to various
governmental and private agencies. All required information is pertinent and
shall be submitted as accurately as possible. _

In general, costs shall be reported as they appear in the provider’s accounting
records. Schedules shall be provided for any adjustments or reclassifications that
are necessary.

In the cost finding process, direct costing between Certified Cost-Based Facility
and Non-certified Cost-Based Facility shall be used wherever possible. If direct
costing is utilized, it shall be utilized, if possible, for all costs of a similar nature.
Direct costing shall not be utilized on a selective basis in order to distort the cost
finding process.

SECTION 1. SCHEDULE A - CERTIFICATION AND OTHER DATA;
This schedule shall be completed by all facilities.

A. TYPE OF CONTROL. In Sections 1 through 3 indicate as appropriate the
- ownership or auspices under which the facility operates.

B. Section B is provided to show whether the amount of costs to be
reimbursed by the Medicaid Program includes costs resulting from
services, facilities, and supplies furnished to the vendor by organizations
related to the vendor by common ownership or control. Section B shall be
completed by all vendors.

C. Section C shall be completed when the answer in Part B is yes. The
amount reported in Section C shall agree with the facility’s books.

D. Section D shall be completed when the answer in Part B is yes.

E. Section E is provided to show the total compensation paid for the period to

sole proprietors, partners, and corporation officers, as owner(s) of
Certified Nursing Facilities. Compensation is defined in the Principles of
Reimbursement as the total benefit received (or receivable) by the owner
for the services he renders to the institution. It shall include salary
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G.
H.

amounts paid for managerial, administrative, professional, and other
services; amounts paid by the institution for the personal benefit of the
owner; and the cost of assets and services which the owner receives from
the institution and deferred compensation. List the name, title and function
of owner(s), percent of workweek devoted to business, percent of stock
owned, and total compensation.

Section F is provided to show total compensation paid to each employed
person(s) to perform duties as administrators or assistance administrators.
List each administrator or assistance administrator who has been
employed during the fiscal period. List the name, title, percent of
customary workweek devoted to business, percent of the fiscal period
employed, and total compensation for the period.

Section G shall be completed by all providers.
Section H shall be completed by all providers.

SECTION 2. SCHEDULE B - STATEMENT OF INCOME AND EXPENSES:

If a facility has an income statement that provides the same detail as this schedule,
this statement may be submitted in lieu of Schedule B. This schedule shall be
prepared for the reporting period. During preparation, consideration shall be
given to the following items:

A. Line 1. The amount entered on this line shall be the gross charges for
services rendered to residents before reductions for charity, bad debits,
contractual allowances, etc. -

B. Line 2. Record total bad debts, charity allowances, contractual
adjustments, etc. on this line. This line shall include the difference
between amounts paid by the resident or 3rd party payor and the standard
charge of the facility.

C. Line 3. Subtract line 2 from line 1.

D. Line 4. Enter total operating expenses from Schedule D-4, Line 26,
Column 2.

E. Line 5. Subtract line 4 from line 3.
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F. Lines 6a, 6b, 7a, and 7b. Complete these lines in accordance with the
definitions of restricted and unrestricted as presented in the Principles of
Reimbursement in this manual.

G. Line 12. Include on this line rent received from the rental portions of a
facility to other related or non-related parties, i.e., the rental of space to a
physician, etc.

H. Line 14. Purchase discounts shall be applied to the cost of the items to

' which they relate. However, if they are recorded in a separate account, the
total of the discounts shall be entered on this line.

L Line 31. Total lines 6a through 30.

J. Line 33-48. Enter amount of other expenses, including those incurred by
the facility, which do not relate to resident care.

K. Line 49. Total lines 33 through 48.

L. Line 50. Subtract line 49 from line 32.

SECTION 3. SCHEDULE C -BALANCE SHEET AND COMPUTATION OF .

EQUITY CAPITAL

Non-profit facilities shall complete only column 1. Proprietary facilities shall

complete the entire schedule. -

A Column 1. Enter the balance recorded in the facility’s books of accounts at

the end of the reporting period (accrual basis of accounting is required as
indicated in the Principles of Reimbursement). Attachments may be used
if the lines on the schedule are not sufficient. The capital accounts shown
on lines 41 through 45, are those applicable to the type of business
organization under which the provider operates as follows:

Individual Proprietor - Proprietor’s Capital Account

Partnership - Partner’s Capital Accounts

Corporation - Capital Stock and Other Accounts

B. Column 2. This column shall be used to show amounts of assets and
liabilities included in a facility’s balance sheet, which do not relate to the
provider of resident care. Entries to this column shall be detailed on
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Schedule C-1. NOTE: It shall not be necessary to attempt to remove the
portion of assets applicable to other levels of care on this schedule. Some
examples of adjustments, which may be required, include:

1. Line 2 - Notes and Accounts Receivable. The notes and accounts
receivable total to be entered in column 2 shall represent total
amounts expected to be realized by the provider from non-resident
care services.

2. Lines 11, 13, 15, 17, 19 - Fixed Assets. The amounts to be entered

~ 1in column 2 shall be based on the historical cost of those assets, or
in the case of donated assets, the fair market value at the time of
donation, which are not related to resident care.

3. Line 12, 14, 16, 18, and 20 - Accumulated Depreciation. The
amounts in column 2 shall be the adjustment necessary to reflect

- accumulated depreciation on the straight-line method to the
effective date of entry into this reimbursement program and
amounts claimed thereafter, and shall also be adjusted for disposals
and amounts of accumulated depreciation on assets not related to
resident care. Assets not related to resident care shall be removed
on lines 11, 13, 15, 17, and 19 respectively.

4. LINE 22 - INVESTMENTS. Investments includable in the equity

' capital balance sheet in column 3 shall be limited to those related
to resident care. Primarily, these shall be temporary investments of
excess operating funds. Operating funds invested for long periods
of time shall be considered excess and not related to resident care
needs and shall accordingly be removed in column 2.

5. LINE 25 - OTHER ASSETS. Examples of items which may be in
this asset category and their treatment for equity capital purposes
are as follows:

Goodwill purchased shall be includable in equity capital.

a

b. Organization Expense. Expenses incurred in organizing the
business shall be] includable in equity capital. (Net of
Amortization)

C. Discounts on Bonds Payable. This account represents a

deferred charge to income and shall be includable in equity
capital. Other asset amounts not related to resident care
shall be removed in column 2.
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6.  LINES 37,38 - LOANS FROM OWNERS. Do not make
adjustments in column 2 with respect to funds borrowed by basic
IC or IC/MR facilities prior to July 1, 1975 or by Skilled Nursing
Facilities prior to December 1, 1979, provided the terms and
conditions of the loan agreement have not been modified
subsequent to July 1, 1975, or December 1, 1979, respectively.
Such loans shall be considered a liability in computing equity
capital as interest expense related to such loans is included in
allowable costs.

If the terms and conditions of payment of loans made prior to July
1, 1975 for IC facilities and December 1, 1979 for Skilled Nursing
facilities, have been modified subsequent to July 1, 1975 and
December 1, 1979, respectively, such loans shall not be included
as a liability in column 6, and therefore shall be adjusted in column
5. Loans made by owners after these dates shall also treated in this
manner.

C. For Schedule C, line 1-45, adjust the amounts entered in column 1
(increase and decrease) by the amounts entered in column 2 and extend the
net amounts to column 3. Column 3 is provided for the listing of the
balance sheet amounts that represent equity capital for the Department for
Medicaid Services purposes at the end of the reporting period.

SECTION 4. SCHEDULE C-1 - ADJUSTMENT TO EQUITY CAPITAL

This schedule shall be used to explain all adjustments made by th.e facility on
Schedule C, column 2, in order to arrive at the adjusted balance sheet for equity
capital purposes. ' :

SECTION 5. OVERVIEW OF THE ALLOCATION PROCESS - SCHEDULE
D-1 THROUGH D-5

These schedules provide for separating the operating expenses from the facility’s
financial records into five (5) cost categories: 1) Nursing Services Costs, 2) Other
Care Related Costs, 3) Other Operating Costs, 4) Capital Costs and 5) Ancillary
Costs. These schedules also provide for any necessary adjustments and
reclassifications to certain accounts. Schedules D-1 through D-5 shall be
completed by all facilities. All accounts that can be identified as belonging to a
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specific cost center shall be reported to the appropriate section of Schedules D-1
through D-5. Capital cost shall be reported on schedule D-4 and not allocated to
specific cost centers. :

All listed accounts will not apply to all providers and some providers may have
accounts in addition to those listed. These shall be listed on the lines labeled
“Other Expense.”

The flow of the Schedules D-1 through D-4 is identical. Salaries shall be reported
on the salary lines and all salaries for each cost center shall be sub-totaled on the
appropriate line. The entries to the columns on these schedules shall be as
follows:

A.

B.

Column 2. The expenses in this column shall agree with the provider’s
accounting books and records.

Column 3. This column shall be utilized for reclassification of expenses
as appropriate. Such reclassifications shall be detailed on Schedule D-6.

Column 4. This column shall be for adjustments to allowable costs as may
be necessary in accordance with the general policies and principles. All
adjustments shall be detailed on Schedule D-7.

Column 5. Enter the sum of columns 2, 3, and 4.

Column 6. This column shall be completed for each line for which an
entry is made to column 5 in order to indicate the basis of the separation of
the costs reported to Column 5 between Column 7 (Certified Cost-based
facility Alloc. of Costs) and Column 8 (Non-Certified and Non-Cost-based

- facility Alloc. of Costs). A “D” shall be entered to this column on each

line on which the adjusted costs (Column 5) are direct costed between
Columns 7 and 8. An “A” shall be entered to this column

on each line on which the adjusted costs in Column 5 are allocated
between Columns 7 and 8 on the basis of the allocation ratios on Schedule
F. All accounts which can be direct costed from the provider’s records
shall be directed costed to Columns 7 and 8. Accounts which are direct
costed shall be direct costed in full. Any accounts which cannot be direct
costed shall be allocated using statistics from Schedule F. Providers shall
ensure that all costs which are reported to column 7 are reasonable,
necessary and related to Certified Cost-based facility resident care.

Columns 7 and 8. The adjusted balance figures from Column § are to be
allocated between Certified Cost-based facility Costs (Column 5) and
Non-Certified Non-Facility costs (Column 7). Any accounts that cannot
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15.  Costs of equipment and supplies that are used to complement the
services in the nursing service cost category including incontinence
pads, dressings, bandages, enemas, enema equipment, diapers,
thermometers, hypodermic needles and syringes, and clinical
reagents or similar diagnostic agents;

16.  Costs for education or training including the cost of lodging and
meals of nursing service personnel; o

17. - The salaries and wages of persons performing nursing services
including salaries of the director, and assistant director of nursing,
supervising nurses, medical records personnel, registered
professional nurses, licensed practical nurses, nurse aides,
orderlies, and attendants;

18.  The salaries or fees of medical directors, physicians, or other
professionals performing consulting services on medical care
which are not reimbursed separately on a fee for service basis; and

19.  The costs of travel necessary for training programs for nursing
personnel required to maintain licensure, certification, or
professional standards.

If an account can be direct costed between Certified Cost-based facility
and Non-Certified Cost-based facility, the amount carried to Column 5
(Adjusted Balance) shall be direct costed in the appropriate amount(s) to
the proper column(s) (either Column 7, Certified Cost-based facility
Costs, or Column 8, Non-Certified and Non-Nursing Facility Costs). Any
account that is direct costed shall be directed costed in full. Any account
which cannot be direct costed shall be allocated using Schedule F, Statistic
A. Multiply the Column 5 amount by the Certified Cost-based facility
percentage from Schedule F, Statistic A, and enter the product in Column
7. Subtract Column 7 from Column 5 and enter the result in Column 8.
Providers shall ensure that all costs reported to Column 7 are necessary,
reasonable, and related to Certified Cost-based facility resident care.

SECTION 7. SCHEDULE D-2 - OTHER CARE RELATED COSTS

A.

General
The costs that shall be reported in the other care-related services cost
category include:

1. Food costs, not including preparation;
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2. Direct costs of other care-related services, such as social services
and resident activities;
3. The salaries and wages of activities directors and aides, social

workers and aides, and other care-related personnel including
salaries or fees of professionals performing consultation services in
these areas which are not reimbursed separately under the
Medicaid Program; :

4. The costs of training including the cost of lodging and meals to
meet the requirements of laws or rules for keeping an employee’s
salary, status, or position, or to maintain or update skills needed in
performing the employee’s present duties.

B. Specific Instructions

1. Lines 1-30: If an account can be direct costed between Certified
Cost-based facility and Non-Certified Cost-based facility, the
amount carried to Column S (Adjusted Balance) shall be direct
costed in the appropriate amount(s) to the proper column(s) (either
Column 7, Certified Cost-based facility Costs, or Column 8, Non-
Certified and Non- Cost-based facility Costs.) Any account which
is direct costed shall be direct costed in full. If accounts cannot be
direct costed, use the nursing allocation percentage (Schedule F,
Statistic A, Line 3) to calculate Certified Nursing Facility Other
Care Related Costs. Multiply the Certified Cost-based facility
percentage times the amount in Column 5 and enter the products in
Column 7. Subtract Column 7 from Column 5 and enter the results
in Column 8.

2. Line 31 : If an account can be direct costed between Certified
Cost-based facility and Non-Certified Cost-based facility, the
amount carried to Column 5 (Adjusted Balance) shall be direct
costed in the appropriate amount(s) to the proper column(s) (either
Column 7, Certified Cost-based facility Costs, or Column 8, Non-
Certified and Non-Cost-based facility Costs.) Any account, which
is direct, costed between Certified Cost-based facility and Non-
Certified Cost-based facility shall be direct costed in full. Any
account that cannot be direct costed shall be allocated using the
dietary allocation percentage (Schedule F, Statistic C, Line 1,
Column 2). Multiple the Certified Cost-based facility percentage
times the amount in Column 5 and enters the product in Column 7.

TN No. 00-04

Supersedes Approval Date: AUE 1 0 2001 Effective Date: 1-1-00

TN No. 96-10

-



State: Kentucky | Attachment 14.9 D
Exhibit B
Page 78

Subtract the amount in Column 7 from Column 5 and enter the
result in Column 8.

SECTION 8. SCHEDULE D-3 - OTHER OPERATING COSTS

A. Lines 1 through 19: If an account can be direct costed between Certified
Cost-based facility and Non-Certified Cost-based facility , the amount
carried to Column 5 (Adjusted Balance) shall be direct costed in the
appropriate amount(s) to the proper column(s) (either Column 7, Certified
Cost-based facility Costs, or Column 8, Non-Certified and Non-Cost-
based facility Costs.) Any account, which is direct costed, shall be direct
costed in full. If an account cannot be direct costed, use the dietary
allocation percentage (Schedule F, Statistic C, Line 1, and Column 2) to
allocate Dietary Costs. Multiply the Certified Cost-based facility
percentage times the amounts in Column 5 and enter the products in
Column 7. Subtract the amounts in Column 7 from Column S and enter
the results in Column 8.

B. Lines 21 through 55; [-] If an account can be direct costed, between
Certified Cost-Based Facility and Non-Certified Cost-Based F acility , the
amount carried to Column 5 (Adjusted Balance) shall be direct costed in
the appropriate amount(s) to.the proper column(s) either Column 7,
Certified Cost-Based Facility Costs, or Column 8, Non-Certified and Non-
Cost-Based Facility Costs.) Any account, which is direct costed, shall be
direct costed in full. Any account that cannot be direct costed shall be
allocated using the Certified Cost-based facility square fopt percentage
(Schedule F, Statistic B, Line 1, and Column 2). Multiply the percentage
times amounts in Column 5 and enter the products in Column 7. Multiply
the “Other” percentage (Schedule F, Statistic B, Line 2, and Column 2)
times the amounts in Column 5 and enter the products in Column 8. For
Hospital-Based Facilities only: add the ancillary square foot percentages
(Schedule F, Statistic B, Lines 3 through 8, Column 2) together. Use the
sum to allocate Housekeeping & Plant Operation costs of the ancillary
cost centers to Column 9.

C. Line 57 through 74 and 76 through 130; [:] If an account can be direct
costed between Certified Cost-based facility and Non-Certified Cost-
based facility, the amount carried to Column 5 (Adjusted Balance) shall be
direct costed in the appropriate amount(s) to the proper columng(s), (either
Column 7, Certified Cost-based facility Costs, or Column 8, Non-Certified
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and Non-Cost-Based Facility Costs.) If an account cannot be direct
costed, use the nursing allocation-percentage (Schedule F, Statistic A,
Line 3) to calculate Certified Cost-Based F acility Laundry and
Administrative & General costs. Multiply the Certified Cost-Based
Facility percentage times amounts in Column 5 and enter the products in
Column 7. Subtract the amounts in Column 7 from Column 5 and enter
the results in Column 8.

SECTION 9. SCHEDULE D-4 - CAPITAL COSTS

If an account can be direct costed, between Certified Cost-based facility
and Non-Certified Cost-based facility, the amount carried to Column 5
(Adjusted Balance) shall be direct costed in the appropriate amount(s).to
the proper column(s) (either Column 7, Certified Cost-based facility

Costs, or Column 8, Non-Certified and Non-Cost-based facility Costs.) If
an account cannot be direct costed, allocate capital costs using square
footage (Schedule F, Statistic B, Column 2). Multiply the Certified Cost-
based facility percentage on Line 1 times amounts in Column 5 and enter
the products in Column 7. Multiply the “Other” percentage on Line 2
times amounts in Column 5 and enter the products in Column 8.. For

percentages from Schedule F, Statistic B (Lines 3 through 8, Column 2)
together. Use the sum to allocate capital costs of the ancillary cost centers

Lines 24 through 28 are provided for the computation of total costs per
books, net reclassifications, net adjustments, and total adjusted costs for

L. Line 24: The entries to this line Columns 2 through 9 shall be the
total of the entries to Columns 2 through 9 of Schedules D-1

2. Line 25, Column 7: The entry to this line shall be the sum of
Schedule D-5, Column 8, Lines 12, 21, 30, 42, 51, 60, and 67.
3. Line 26, Column 7: The entry to this line shall be the sum of

4. Line 27: The entries to this line columns 2 through 5 shall be the
total of the entries to columns 2 through 5 of Schedule D-5. Add
the entries from the appropriate column, Schedule D-5, Lines 12,
21,30, 42, 51, 60 and 67 to compute the proper entry.

A.
Hospital-Based Facilities only: add the ancillary square footage
to Column 9.
B.
comparison and analysis.
through D-3 and D-4 through Line 22.
Column 7, Lines 24 and 25.
TN No. 00-04
Supersedes

TN No. 96-10

Approval Date:w Effective Date: 1-1-00

-



State: Kentucky Attachment 14.9 D

Exhibit B
Page 80
5. Line 28: The entries to this line shall be the totals of lines 24 and

27.

a. Column 2: The amount entered to Line 26, Column 2 shall -
agree with the total costs of the facility as reported in its
general ledger.

b. Column 3: The total reclassifications (the amount entered
to Line 26, Column 3) shall net out to be zero (0).

c. Column 4: The amount entered to Line 26, Column 4 shall

be the total of all adjustments entered to Scheduled D-1
through D-5. It shall agree with the total adjustments
reported on Schedule D-7 (D-7, Line 53, Column 3).

SECTION 10. SCHEDULE D-5- ANCILLARY COSTS

A. Column 2: Ancillary costs as shown in the provider’s books shall be
entered to the appropriate lines. All ancillary salaries shall be reported to
the salaries lines and sub-totaled on the appropriate line.

B. Column 3: This column shall be utilized for reclassification of Column 2
costs as may be necessary for compliance with the general policies and
principles. Reclassifications shall be detailed on Schedule D-6.

C. Column 4: This column shall be utilized for adjustments to allowable
ancillary costs as may be necessary for compliance with the general
policies and principles. Adjustments shall be detailed on-Schedule D-7.

D. Column 5: Enter the sum of Columns 2, 3, and 4. The amount entered
here shall be the total ancillary cost of the facility as defined by the
general policies and procedures.

D. Column 6: The cost entered to Column 5 shall be analyzed to identify the
direct and indirect ancillary cost portions as defined in the general policies
and principles. The direct ancillary cost shall be entered to Column 6.

E. Column 7: This column shall be utilized to report the indirect ancillary
portion (as defined in the general policies and principles) of the amount
entered to Column 5. Subtract Column 6 from Column 5 and enter the
difference.
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1. Lines 11, 20, 29, 41, 50, 59, and 66 shall be completed by Hospital-
Based Providers only. The purpose of these lines shall be to compute
each ancillary cost center’s share of plant operations and maintenance,
housekeeping and capital costs. The Column 7 amounts are derived by
multiplying the appropriate Hospital Ancillary Square Foot Percentage
(Schedule F, Statistic B, Column 4) by the amount on Schedule D-4,
Line 24, Column 9. :

G. Column 8: This column shall be used for reporting the Certified Cost
Based Nursing Facility’s share of indirect cost. For each ancillary cost
center, multiply the appropriate Certified Cost-based facility Ancillary
Charge Percentage (Schedule F, Statistic D, Column 3) times the amounts
reported in Column 7 to arrive at the correct amounts for Column 8.

SECTION 11. SCHEDULE D-6-RECLASSIFICATION OF EXPENSES

This work sheet provides for the reclassification of certain amounts necessary to
effect proper cost allocation under cost finding. All providers that do not direct
cost payroll fringe benefits to individual cost centers shall use this schedule to
allocate fringe benefits to the various cost centers. Fringe benefits shall be
reclassified to individual cost centers on the ratio of the salaries unless another,
more accurate and documentable method can be determined. The reclassification
to each cost center shall be entered to the appropriate Schedule D-1 through D-5
line titled “ Employee Benefits Reclassification.”

SECTION 12. SCHEDULE D-7-ADJUSTMENT TO EXPENSES

This schedule details the adjustments to the expenses listed on Schedule D-1
through D-5, column 4. Line descriptions indicate the nature of activities, which
affect allowable costs as defined in this manual or result in costs incurred for
reasons other than resident care, and thus require adjustment. Lines 22 through
52 are provided for other adjustments not specified earlier. A brief description
shall be provided.

The adjusted amount entered in Schedule D-7, column 3, shall be noted “A” in
Schedule D-7, column 2, when the adjustment is based on costs. When costs are
not determinable, “B” shall be entered in column 2 to indicate that the revenue
received for the service is the basis for the adjustment.
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SECTION 13. SCHEDULE E - ANCILLARY SETTLEMENT

This schedule is designed to determine the Medicaid share of direct and indirect
ancillary costs. '

A. Column 2: Enter direct ancillary cost for each ancillary cost center from
Schedule D-5, Column 6. »

B. Column 3: Multiply the direct costs (Column 2) by the corresponding
Medicaid charge percentages (Schedule F, Section D, Column 5, Lines 1
through 7).

C. Column 4: Enter the total amount received from the Medicaid Program
(including any amount receivable from the Medicaid Program at the report
date);, for ancillary services rendered to Medicaid Certified Cost-based
facility recipients during the period covered by the cost report.

D. Column 5: Subtract the Column 5 amount from the Column 4 amount and
enter the difference in Column 6.

SECTION 14. SCHEDULE F - ALLOCATION STATISTICS

A. Section A - Nursing Hours or Salaries
This allocation statistic shall be used as the basis for allocating the line
item costs reported to Schedule D-1, Lines 1-33; Schedule D-2, Lines 1-
30; and D-3, Lines 57-130, which cannot be direct, costed to the levels of
care. The allocation statistic may be based on the ratio of direct cost of
nursing salaries, the ratio of direct nursing hours, a valid time study (as
defined by the Department for Medicaid Services), another method which
has been approved by the Department for Medicaid Services or, if no other
reasonable basis can be determined, resident days. The computation of
this statistic shall account for the direct salary costs associated with all
material non-certified nursing activities of the facility (such as adult day
care or home health services, for example). The computed statistic shall
be reasonable and based on documented data. The method used in
arriving at the allocation shall be identified at the appropriate place on
Schedule F, Ratio A. For Hospital-Based Facilities Only: The salary
costs of all departments and services of the hospital, including all ancillary
departments as defined in the general policies and principles of the
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Department for Medicaid Services, shall be included in the calculation of
this statistic. Allocations of costs between Certified Cost-based facility
and acute cost centers on the basis of resident days will be accepted only
when the

resulting allocation statistic can be documented and shown to be
reasonable.

1.

2.

Line 1: Enter the Certified Cost-based facility figure (i.e., salaries
or direct hours)

Line 2: Enter the “Other” nursing and direct service figure (i.e.
salaries or direct hours)

Line 3: Divide Line 1 by the sum of Lines 1 and 2 and enter the
percentage on Line 3. The percentage shall be carried out to four
decimal places (i.e. xx.xxxx%).

NOTE: If salary cost figures are used in computing this allocation
statistic, the amounts entered in Lines 1 and 2 shall usually agree
to entities on the salary lines of Schedule D-1. If the Schedule F,
Ratio A salary figures do not agree to Schedule D-1 salary lines,
providers shall review both schedules to ensure that both schedules
are correct. The provider shall be able to reconcile Schedule F,
Ratio A to Schedule D-1 salary lines upon request.

B. Section B - Square Footage

1.

Freestanding facilities shall only complete Columns 1 and 2 of this
section. Hospital facilities shall complete all four columns.

a. Column 1, Lines 1-10: Enter the square feet in each
applicable area of the facility. Direct resident room areas
shall be allocated between Certified Cost-based facility and
“Other” (PC, Non-certified, Acute, etc.). General resident
areas, such as hallways, nursing stations, lounges, etc.,
which are utilized 100% by one level of care shall be
directly allocated to the appropriate cost center. General
resident areas used by more than one level of care and
general service departments (administrator offices, dietary
areas, etc.,) shall be allocated between levels of care based
on the ratio of Certified Cost-based facility
room square footage to total room square footage. In
freestanding facilities, ancillary departments shall be

TN No. 00-04
Supersedes
TN No. 96-10
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considered general service departments and allocated to
levels of care. In Hospital-Based facilities, direct ancillary
square footage shall be entered on Lines 3 through 8.

b. Column 2, Lines 1-10: Percentages in Column 2 shall be
derived by dividing Column 2, Lines 1 through 9, by Line
10 of Column 1. Line 10 shall be the sum of Lines 1
through 9 and should equal 100.0000%.

2. Columns 3 and 4 shall only be completed by Hospital-Based
Facilities. These two columns compute allocation factors to
allocate the indirect ancillary costs allocated to the pooled
ancillaries in Column 9 of Schedules D-3 and D-4 to the individual
ancillary cost centers on Schedule D-5.

a. Column 3, Lines 3-9: The entries to these lines shall be
identical to the entries on the same line number of Ratio B,
Column 1.

b. Column 3, Line 10: The entry to this line shall be the sum
of the entries to Lines 3-9.

c. Column 4, Lines 3-9: The entries to these lines shall be the
percentages resulting from dividing the direct square
footage allocated to each ancillary service in Column 3,
Lines 3-9 by the total direct ancillary square footage
computed at Column 3, Line 10. Percentages shall be
carried to four digits (i.e., xx.xxxx%).

d. Column 4, Line 10: The entry to this line shall be the sum
of Column 4, Lines 3-9 and shall equal 100.0000%.

C. Section C - Dietary

Identify the method used in arriving at the number of meals served. An
actual meal count for 3 X in resident days shall be used. If 3 X inresident
days is used, the provider shall ensure that bed reserve days are not
included in this calculation.

1. Column 1: Enter total meals in each category.
2. Column 2: To arrive at percentages, divide Lines 1 and 2 in
Column 1 by Line 3 in Column 1.

i

D. Section D - Ancillary Charges

TN No. 00-04 v~ 1
Supersedes Approval Date: AUG 1 0 2001Effective Date: 1-1-00
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1. Column 1: Enter the total charges for each type of ancillary
service on Lines 1 through 7. Add Lines I through 7 and enter total
on Line 8.
2. Column 2: Enter the total charge for each type of ancillary service

provided to all Certified Cost-based facility residents (both
Medicaid and non-Medicaid) on Lines 1 through 7. Add Lmes 1
through 7 and enter the sum to Line 8.

3. Column 3: For each Line 1 through 8 divide total CNF resident
charges as reported in Column 2 by the total resident charges (all
facility residents)
reported in Column 1. Enter the resulting percentage in column 3.
Percentages shall be carried to four decimal places (i.e.,
XX.Xxxx%). '

4. Column 4: Enter the total charges for each type of ancillary service
provided to Medicaid residents in certified beds on Lines 1 through
7. Add Lines 1 through 7 and total on Line 8.

5. Column 5. For each Line 1 through 8 divide Medicaid charges in
Column 4 by total charges in Column 1. Enter the resulting
percentage in Column 3. Percentages shall be carried out to four
decimals (i.e. xx.xxxx%).

E. Section E - Occupancy Statistics

1. Lines 1 and 2. Enter the number of licensed bed days. Temporary
changes due to alterations, painting, etc. do not affect bed capacity.

2. Line 3. Total licensed bed days available shall be determined by
multiplying the number of licensed beds in the period by the
number of days in the period. Take into account increases and
decreases in the number of licensed beds and the number of days
elapsed since the changes. If actual bed days are greater than
licensed bed days available, actual bed days shall be used.

3. Line 4. Enter resident days for all residents in the facility. A
resident day shall be the care of one resident during the period
between one census taking period on two successive days,
including bed reserve days. The day of admission shall be
included and the day of discharge excluded. Do not include both.
When a resident is admitted and discharged on the same day, this
period shall be counted as one day.

TN No. 00-04 -
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4. Line 5. Percentage of occupancy shall be the percentage obtained
by dividing total resident days by bed days available. The
percentage calculation shall not be carried beyond one decimal

“place (xx.x%).

5. Line 6. A Medicaid resident day of care shall be an inresident or
bed reserve day covered under the Medicaid Program. A resident
days covered by the Medicare Program for which a co-insurance or
deductible is made by the Medicaid Pr '

TN No. 00-04 .
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ANNUAL COST REPORT Exhibit
SCHEDULE A Page 86-A
CERT_[F ICATION AND OTHER DATA
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SCHEDULE A 7 : ’
CERTIFICATION AND OTHER DATA .
VENDOR MAME: ’ VENOOR NUMBER:
Foe The Pecind femem . - )
k‘—*—
F. Stat t «f Camponsa Pu&kAdmmtuha andlac
Asvistant Adroiistoatons (Qdaee than Owacrr).
Boroont of
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SCHEDULE B _
STATEMENT OF INCOME AND EXPENSES Page 86-C _

VENDOR NAME: ENDOR NGCMBER EYE

L. Tatal Patica Reveaacs
2 Lesss Allawaaces aad discedats aa patien(s’ accouats
3. Net Padient Revenaes . . : S
4. Lo Tatal spccatias expenscs. * : ' '
S ‘(d income l’nm scrvices ta patients 1S -
OTHER l‘(COME . . e e TR
€2, Uacesteicted caatriliatiaas, deastions, boquests, . - ' 5 3 o
€b. Restriciod cantribietions. daniGaas, begaests, etc. : - TR
T2 lacoaic fram warcsteicted favestments - ) 2 xS
T, lacamc foam resteicted favestmeats
l. Vendiay machine commission - . RO
3 Revenue fram mcals sald ta cmplavocs aad sucsts S - s Tt
1¢. Reveauc frac sake of deuss. supplics, ote sald ta maapaticats - i o
__UL Revenue from (clophoac 3ad tdeecaph service
12. Revenac (com reatal of maa-patent (acilitics
(3. Reveaue (oand Bc:ctvlnarbchhop - .
14, Pucchase discosals - . -
1S, Odher (speci(y) : ) ' -
16 ' )
1.
{8,
19.
1a, ) O T
T - » ' R
12 - : . e IREs et
24, ; 2
zs. .
26,
- 2. ) :
n - - , — =
29. T ; — " -
JL Taal ather incame
IL Tal of fiac S aad linc 3(

OTHER EXPENSES (Specilv) : T RSN
31 '
ket
&

3s. .
36 - " . ) ‘e
I, - T ) . :
3% -
39,
49, N ) IO
1 T ]._.f-_“. e .
AL : > ,l"‘f X ? S% w]
43. ) i R R s
8 : - . . X SIS
47, . . TR,
4 ; . : [R5 =
49. Tatal ather cxpernscs :
sa. NET INCOME FOR TUE PERIQD (liac 32 ko5 fimc 49)
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ANNUAL COST REPORT Exhibit B
SCHEDULE C Pace 86-D
BALANCE SHEET AND COMPUTATION OF EQUI ag R
VENDOR NAME: VENDOR NUABER: FYE
T 1)) ) . - Q)
ASSETS :
e . Por Baalit Adjustments Balzace .
Cucrent Assels : ’
L Cash S -
L Natcs aad Accaunts Reccivatile « s -
1. Odice Reccivables ‘ . s -
.4 Lesxt Alawance far Uacollectable Accouats S -
" & laventacy . : 1s -
<& Prepaid Expeascs S -
© lavestmeats -~ - S -
& Odbier (Spccily) s -
£ -
S -
S -
. S -
t Tocal Current Assets -1 -ls -
Fixed Aﬁctx
10. Laad . s -
L. Buildiag aad Leaschald lapeavoments S -
w Lerss Accumutlated Depecciatioa S -
3. Fixed Equipment . S -
. Lo Accumalated Deprodiation s -
15, Majoc Mavablc Equipment S -
.  Les Accoumulated Depeediatiaa S -
11, Madac Vehides S -
A3 Lo Acaumatated Depecciatioa 3 -
. Micac Equipment . S -
14, Less Accumatated Depecciatiaa 1S -
R Tatal Fixed Ascts -1s -13 -
Other Ascets . :
22, favestments” A - S . -
. B, Lease Ocpasits’ S -
1L Duclrom Owaerx ac Officers (Spedi(y) S -
- h s -
Ts— -
S L.
S -
. S - -
15, Qther (Speci(y) s .-
- A s -
s -
. N K3 -
- } s -
% Total Ocher Assets -1s -ls -
27, Total Assets -ls <ls -
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SCHEDULE C (coat) Exhibit B

BALANCE SHEET AND COMPUTATION OF EQUITY CAPITAL Page 86-F

" VENDOR NAME: ' :

" VENDOR NUMBER: - FYE

: @ @ @
LIABILITIES

Cucvent Lialiflitics Per Baoks Adjustments Balxace

-13. Accouats Payable : s
9. ¥atcs Payabile T :
. 30, Curreat Paction of Laag Term Delit

. 3L Salacics zad Fecs Payalile

31, Payvrell Tascs Payabilc

33. tacomé Taxcs Payable

3L Ddlorred lacoawe Pasatile,

3K Other (Specify)

Total Cucrent Liabilidies| S -|s -

Laax Term Liahilities

37. Mactgage Payalilc : S -
33, Nates Payablc :

39. Total Long Torm LiabTiac| S
40. ‘Total Liabilities

-

CAPITAL AND OWNERS' EQUITY
4L Commaa Stack . S -
41, Prcferred Stock . . '
43. Treamey Stack
44, Retaiaed Excwiags
45, Other (Speci(y)

4. - Total Capital aad Owaers' Equity {s

47.  Total Liabilities and Capital [s

- A A ey
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ANNUAL COsT REPQRT  ExhibitB
SCHEDULE ¢ Page 86-F

- B : CL\SS!F(CAT!O-‘( [ -
» EXP(«\NATION . AMOUNT ADJUSTED ACCouNT -LINE
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il
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I
|
|

:///
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L
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Q. ANNUAL COST REPORT -- SCHEDULE D-1 - NURSING SERVICES COSTS
VENDOR NAME: " YENDOR NUMBER: ; . :
: .. ) 4 EYE
¢ 12} (6 ) T8 (%) ) L))
Dlreey Certifled Non-Certifled &
Per Reclasse . Adjuste . Adjusted Custor{ Nurslag Pacllity” * | Nun-Nueslng Fue,
. Books iflcations _._menls flslnanece Allne. Aline, of Custs Alloe, of Costs
Dlrector of Nursing Salary : t K . -

R.N. Salarles
L.P.N, Salarles

C.M.A. Salaries

Aldes Salarles

Othar Salatles_

Other Salarles_
Other Salacles_ _

Subtatal-Sulurive

Employee Baneflts Reclassification
Nutsing Contractad Sarvices
Medlcal Racords Salarles
Maedlesl Director Fees *
Pharmacy Consultant Fees
Physlclan Services .
Nursing Education & Tralning
Nursing Trave! Expense
Medlical Supplies o,
Adult Diapers & Underpads
‘Nursing Equlpment Rental
Nursing Small Equip, Purchases
Other Expense_
- Other Expeanse_

Othar Expense_

Other Expansa_

Other Expense,

Other Expense_

Other Expense_

Other Expeanse,

Othar Expense,_

Other Expense_

Othet Expense,

Other Expanse_

Totul

1.0 9004

Eff. Date 1-1-00
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Page 86-H

NDOR NAME:
M

Sure Reluted

Actlvitles Salarles
Soclal Services Salarles
Other Salarles,
Other Salarles,
Other Slhfllt
Subtotul-Sularles . .

Employes Bane(its Reclasslification -

Actlvitles Suppliss

. Soclal Services Supplies

Training & Education Expenses -
Travel Expense .

Other Expense,,

Other Expanse_

Other Expense,_

Other Expense_

Other Expense_

Other Expanse,

“Other Expanse,

Other Expense_
Other Expense,_
Other Expanse,
Other Expense,_ .
Other Expense_
Other Expense_
Other Exptnse,_
Other Expense,,
Other E'xpcnu
Othes Expense
Othar Exptnse_
Other Expense,

Raw Food
Yotnl

ANNUAL COST REPOR’I‘ SCHBDULB D-2 - OTI-IER CARE RELATED COSTS
YVENDOR NUMBER;:

FYE

® -

&)

Per

RS

Reclags-

“fleatlons

&)

Adjuu-
ments

)

Atjusted - ¢
Buluance

{6)

Direet
Cost or

Allne,

)]
Certifled
Nurslng Faclilty
Alloen, of Costs

Nun-Certificd &
NoneNursing Fuc.
Allnen, of Costs

Dooks

Eff. Date 1-1-00

ALEESN B o~ emrud

Approved NV I U LUUT

Supersedes -
TN# 96-10

TN# 00-04



Auavient 149 |

Exhibit B
Page 86-I

VENDOR NAME:
m

Dletney .
Distary Salaries
Other Salatles,,
Othat Salatles,
Other Salarles_
Subtotul-Sularles .

Employes Benafits Reclagsification
Dlstary Consuitint Fees
Distary Supplies
Equipment Rental

10 Small Equipment Purchases

14 Othar Dletary Expense_

12 Other Dlstary Expanse,_

13 Othet Dlstary Expanse,
44 Othet Dlslary Expense,

18 Other Distary Expensae,,

16 Other Dlslary Expense_

17 Other Dletary Expense_

48 Othar Dletary Expense,_

19 Other Dlstary Expanse

20 Tvtal Dletury Expense
1 [}

Oﬂﬂnu“u".‘

o he y
- 24 Housskesping Salarles

22 Plant Oper, & Maint. Salarlas

23 Othar Salarles,,

24 Other Salatles_

25 Other Salatles_ .
SubtotulSulurles )
27- Employse Benefits Reclassification
28 Housakeaping Supplles.

29  Plant Oper, & Maint. Supplies
30° Equlpment Rental . ,
31 Rapalrs & Maintenance-Bullding

" ANNUAL COST REPORT -- SCHEDULE D-3 -- OTHER OPERATING COSTS PAGFE']
) o VENDOR NUMBER: »
. : ) FYR
) 6)] ) G HEE 1 @ A7) ®) V)
’ ) Direet Certlfted Non-Certifled & ‘Anclllury
Per Reclusse Adjust- Adjusted: Costor | Nursing Fuclllty - | Non-Nursing Fac. Mospltuf-Dused
Dooks IMeations ments Dulunce Alloe, Alloen, of Cuxts Allnen, of Costs Fuelthy Qnly

Eff. Date 1-1-00

~ TN# 00-04

—_—

Supersedes

TN# Q4 1n



Altachment 14,9 |

Exhibit B
Page 86-]

41 Propenty Taxes -

-44 Other Hekg, & Plant Op,

‘61 Othar Hskg. & Plant Op._ _

87 Laundry Salarles

ANNUAL COST REPORT -- SCHEDULE D-3 - OTIIER OPERATING COSTS
VENDOR NUMBER:

OR NAME:

FYE

%

PAGER

Lt

)] . Q) , ) . [N ’ 1€)) RO )]
o : i ‘ ’ Direct Certified
. Per Reelusy- Adjusts Adjustedt Costor | Nursing Puellity
' Bnlance Allne, § Alloen, of Custd

NonsCertified &

‘| Non-Nurslng Fae.

Allnen, of Costs

* HnspliuteDaged

Anclllury

Fucllity Only

Dooks - ifieutions - menls

Eff. Date 1.1.00

32 Repalrs & Malritenance-Equipment

33 Rapairs & Maintenance.Brounds

34 Small Equlpmom Purcham

3§ Gas

38 Ehcmclty : ' : » .
37 Water & Sewage ’ . . : .

i

38 Garbage Plek-up - »
J9 Conlracled Services ' . ' : N

40 Past Control Services

42 Insurance-Proparty, Plant & Equlp.

43 Other Hsky. & Plant Op,

48 Othet Hakg, & Plant Op,,

48 OtherHikg. & PhnlOp.-

47 OtherHskg, & Planl Op.
48 Other Hskg. & Plant Op.,.

49 OtherHskg. & Plant Op._

50 Other Hskg, & Plant Op.

52 Other Hskg, & Plant Op._

1

Approved

53 Other Hskg, & Plant Op.
§4 Olher Hskg. & Planl Op._

85 Othet Hskg, & Plant Op._

111 Total Hunsekeeplng & Plunt Oper, - g :

&8 Othar Salaclas,_

59 Other Salatles.
60 Other Salarles_

(1] Submlal-._s‘ulurla .

€2 Employes Benal(lts Reclassification : ' -

TN# 00-04

63 Laundry Supplies .
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1]

~
\O
o0
L
& | - .
Q- . ANNUAL COST REPORT -- SCHEDULE D-3 -- OTHER OPERATING COST. S PAGE)
VENDOR NAME: : ' YENDOR NUMBER: : . )
. . ' FYE
W @ No) @ @ @ ™ ® oS
' . Direct * Certified | NonsCertlfled & Anclilury |
Per Recluss- . Atljuste Aljusted Costqr | Nursing Puclilty Non-Nursing Fue, HospliuleNused —
o - _-_Duoks Ifleations - _mienis Bulunce Allue, | Alnen, of Costs - Alluen, of Costa Fucllity Only if o
Laundry Contracted Sérvices - . ' o § g
i
88}

Other Laundry Expense_
Othet Laundry Expanse_
Other Laundry Expense_

" Other Laundry Expense,_

Olher Laundry Expense_
Other Laundry Expense,
Other Laundry Expanse,
Olher Laundry Expense_

~ Othet Laundry Expinse,

Total Leawmdey Expense

Salarles-Offlcers

Salarles-Administrator

Salarlas-Offlce Staff

Othet Salatles_ '

Othar Salatles,_

Other Salatles_
Subtutal-Salurivs

Managemant Fees

Homae Olfice Costs

Board of Directors Fees

FICA )
Workman's Compensation

Unemployment Insurance.
Medlecal Insurance

Life Insurance

Telephone

Dues & Subscriptions
Offlca Supplles
Equipmedt Rental
Printing & Poslage

Lagal Fees

Accounting Fees

Approved Alll5 E([ Zﬁm
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-

JENDOR NAME:
(1)

98 Contractad Services

93 Utllization Reviaw

100 Travel & Seminars

101 Advertlsing-Help Wanted
102 Advertising-Othiér

403 Small Equipment Purchases
104 Llcenses & Feas .
105 Interest Expense-Non.Capltal
106 Other Expense_

107 Othet Expense,_

108 Other Expense_

109 Other Expense_

110 Other Expense,

111 Olher Expense_

© 112 Othet Expense_

113 Other Expanse_

114 Othet Expense

118 Other Expense_

116 Othet Expense_

117 Other Expense_

118 Other Expense,

119 Othet Expense,_

420 OtherExpenss_

121 Olher Expenss,

122 Othar Expanse,

123 Other Expense_

124 Other Expense_

125 -Other Expense_

126 Other Expense_

N Other Expense,

.28 Othet Expense,

129 Other Expense,

130 HEALTH CARE PROVIDER TAX
134 Totul Adinin, & Genvral Exp

" ANNUAL COST REPORT -- SCHEDULE D-3 -- OTHER OPERATING COSTS PAGE 4
VENDOR NUMBER: . :
FYE :
6} e} (£)) (%) ) %) £
i Dircet - Certified NoneCertified & Anclilury
Per Adjuste Attjustel Cost or | Nursing Pacliity NoneNurslng Face, HeospltuleBused
Books menls Balunce Allue, | Allnen, of Cuats - Alloen, of Custy Faellity Only
s \

Eff. Date 1-1-00

&

.
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L
%ﬁ. . . ,
A5 ENDOR NAME:
(m

1 Depreciation-Building

2 ‘Dapraclation-Equipment:

3 Interest Expense.Capital Related
4 Rent

§ Land Imprevements

¢ Leasehold Improvements

7 Amortization of Start.up Cosu

8. Other Capltal Cosls_ ’
$ Other Caplial Costs_

10 Other Capltal Cosls_

11 Other Capltal Costs_
12 Other Caplial Costs_
43 Other Capltal Cosls,_
14 Other Capital Costs_ -
18- Other Capllal Cosls_*
16 Olher Caplial Costs_
17 Other Caplial Cosls_
18 Other Capltal Costy_ -
18 Other Caplial Cosls_

20 Other Capltal Costs,_

21 Other Capltal Costs_

22 Other Capilal Costs_
23 o Totul

Grond Totnls
24 Totals of Schedules D+1 through D4
28 Total of Schedule D-§, Column &
26 Total Routine CNF Cost
27" Totals from Schedule D.§
"28 Total Cost

. ' (e
ANNUAL COST REPORT -- SCHEDULE D-4 -- CAPITAL COSTS —
YENDOR NUMBEIRs S 8
. C oL . ) ., FYE 5}
@) ) ) (9 ' %) (R () )] )
' Dlreet Certifled Non-Certlfied & Anclilury &
Per Reclasse AdJusts Adjusted Costor | Nurslug Fuclllty | Non-Nursing Fac, TospliuleDuged —
Boales ‘Ifleatlons ments " Balance Allac. | Alinen, of Costs © - Allaen, of Casts Fucillty Only
=
k2 CD
]
qo
v
)
. )
E
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N Q,
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”
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86-N

Pagce

D IDOR NAME; ..

m

I . Q .
Physlcal Theraplst Salarlas
Physical Therapist Asstnts, Salaries
Physical Tharaplst Aldes samm
Other s:mlu

S‘nbrumAS‘ulwla .

" Employes Bmoms Reclassification

Contracted Services -
Equipment Depraciation
Other Expenses_

Othet Expenses_ .
Hosplul-aaud IndlrectAnclilary
Tutal

:’.B i !o

.Professional Salarles .

Other Salatles,_ .
Subtutul-Sularles

Employee Banafits Reclassification
Supplles

‘Equipment Depreciation

Other Expenses_
Hospltal-Based.Indlract Anclllary
Tutul
Professional Salarles
Other Salarles_
Subtotul-Sulurles

Employes Benefits Raclassification

Supplies
Equipmant Dapraclation

Othar Expensas_

Hospltal-Based lndlractAncllmy

Total

. YENDOR NUMBER:

ANNUAL COST REPORT -- SCHEDULB D-5 - ANCILLARY COSTS

PAGE!

(%)

@

l'ef »

&)

Reclasse
1Nestlons

)

Adjust.
ments

€Y

Adjusted '
Dulonee -

.

Direet

Chsts
1]

&)

Indirect
_Costy

CNF
Indirec!

Custs

Doaks

o

TSch. D4, Line 24, Col, § X Sch. F, Section B, Line 3, Col. 4)

RTal

. '

(Sch. D4, Line 24, Col, 9 X 8ch, F, Sectlon B, Line 4, Col, 4)

(Sch. D4, Line 24, Col, 9 X 8ch, F, Section B, Line §, t':ol. 4)

|

[

Eff. Date 1-1-00
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Respiratory Therapist Assistant Sal
Rasplratory Theraplist Aldes Salarles
Other Salatles_

. SubtotulSalurles
Employse Benefits Reclu:lrlcatlon :
Supplles
Equipment Dopnclnuon
Other Expenses,

Other Expensas_
Hospltal-Based Indirect Anclllary
Total -

Professlonal Salarlu
Other Salatles_
SubtotulSulurles

Employass Benefits Reclassification

Equipment Depreclation
Other Expenses,

9 -Other Expenses,_
Hospital-Based Indlract Anclllary

Yotul

Professional Salarles °
Other Salarles,;

Subtotul-Sulurles
Employas Benelits Reclassification
Equipment Dapreciation
Othar Expanses_

Other Expenses,
Hospltal-Based Indirect Anclliary

Totul

Q
O
o0
g)o ' )
Q“f ANNUAL COST REPORT - SCIIDDULD D-5 «« ANCILLARY COSTS PAGE?
veNDOR NAME: VENDOR NUMBER: ' FvE :
m [5) (Jj @, & ® . —®
. ' T . ’ ) . CNFP
Per, Recluysse Adjuste Atljusted v Direct lndlrect Indlreet
Baols Ifentions - ments " Bulunee Costs Cnsts Custy
Ruplmory Thnnpm s:llrlu . ' .

—(Sch: D4, Line 24, Col, 9 X Sch. F Section B, Lins 6, Col, 4)

Section B, Line 7, Col. 4)

{Sch, D4, Line 24, Col, 8 X Sch, F,

Sectlon B, Line 8, Col. 4)

{Sch. D4, Lins 24, Col. 9 X Sch, F, ¢

32

AL LN

Approved RUU

Eff. Date 1-1-00
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Page 86-P

VENDOR NAME:
m-

Dougs
§1 Pharmliclst Salarles
62 Other Salarles_ T
83 4 SubtotalSularles

64 Employse Benefits Rcclanmcatlon

85 Drugs

88 Equlpmant Depreciation

67 Olher Expensas_

88 Other Expenses,

89 Olher Expenses_

70 Othar Expenses_

71 Hospltal-auod Indlract Ancmary
72 , Totul

ANNUAL COST REPORT -- SCHDDULD D-5 ANC!LLARY COSTS PAGE J
‘'VENDOR NUMBER
, FYE
] 3) - ) S ©) [6)] (8)
(,)' | @) 5] ) ( | S
‘Per Reclasse AdJuste Adjusted WDirect Indlrect ~ Indirect
" Books Ifleations © ments Balanée - Costs Costs - Casty

(Sch..D-l, Line 24, Col. §, X 8ch.F,"8utlon B, Line 9, Col. 4) . .

——

I

—

Eff. Date 1-1-00
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 SCHEDGLE D6 . Exhibitg -
RECLASSIFICATIONS OF EXPENSES Page 86-Q

VENDOR NAME: ™ VENDOR NUAMBER: - FYE

1LY @ @ “

Cast Center Allected
Docrease |(Schedule & Liac 4 Allocted)
Amagac - (c.= D3-1)

lacrease
Amaunt

&
a

Explaaatiaa

nuqnuAu-N-‘l

13| Tetad

TN# 00-04 Approved AOGT626
Supersedes

Lo a3 X TP N I

Eff. Date 1-1-00
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SCHEDULE D-7 Exhibit B
ADJUSTMENTS TO EXPENSES Page 86-R
VENOOR NAAE: VENDOR NUMBER: £VE
(4] @ - 28] R0
. ¢ Baszs lac Sch &
) . Adjustment’ Liac # Affected
Liac - Explaaation (A) ac (B) Amtauat (c.=. D3-1)
-1 Lauadry & Uaen ) ] -
2 Emgployee & Guest Meals . - -
3 Gitt, Flower & Caffee Shop
4 Gaats, Gifts & lacome Desigaated
by the doaac¢ foc a specific pucpase
S Beauty & Barber Shog *
€  Excess Owners Comgpensation -
7 Telephone Serv(Pay Serv. Excluded) ™ L
g Radio & Television Secvice
9 Veadiag Machine Commissiaq
10 Sale of Dorugs ta athec than Patients
11 Sale of Medical & Surgical Supgplies.
" to athér thaa Patieats
12 Sale of Medical Recocd & Ahstracts
13 Saleaf Scrag, Waste, Etc.
14 Reatal of Quacters to Emg. & Others  *
15 Reatal of Facility Space -
16 Trade, Qty, Time & Other Discounts , . -
17 Rebates & Refuads of Exgeases :
18 interest Not Allawed .
19 Recavery of lasuced Lass
20  Degpceciation ~ . .« -
21  Gain oc Loss aa Disposition of Assets
23
24
25
26
r a4
28 -
23
.3q .
1
2
3 .
34
35 .
38 L . -
37 R .
3 . .
39T - - ’
4Q
. 41
c 42 -
43
44 .
45 . . -
46 . ] .
‘47 . X -
43
. 43
. §q
St
§2 :
.83 Totad

- “(A) COST (B) REVENUE

$3* fowwty & Burbor Skap Rovonues in exooes of Beacy & Backer Shap
supply & porseced cast ix ta be adjusted in aa Adrinistrative &

Goncrel cast contar., . )
TN# 00-04 Approved Al 1§ ZUUT

Supersedes

Eff. Date 1-1-00
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Exhibit B -

Page 86-S

DOR NAME:

¢}

1 Physical Therapy
2 'X-Ray

3 Laboratory

4 Oxygen/Respiratory Thoupy
§ 8pasch
§ Other
7 Drugs

'

ANNUAL COST REPORT -- SCHDDULE E-- ANCILLAR\’ SETTLEMENT

T:atul

VENDOR NUMBER:
FYE ,
2 (3) )] Y
- . Recclvuble
Dlrect Medleald Medlcald From KMAP
(rom Seh DS, Col0) _ Dlreet Pavmenls (Payahle To KMAP)

bMedl
TENTATIVE ~ ANCILLARY

ANCILLARY  8ETTLEMNT
-0 (.

TR

ALIN 7 5 Anag

Approved VYU LU

Eff. Date 1-1-00

TN# 00-04
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VENUDOR NAME:

SCHEDULE F

Slatus

NURSING SALARIES

VENOOR NUMBER:

ALLOCATION STATISTICS

FYS FYE

DAYS AONTHS

Lexp Yeac [ 348 [:]

1. OTHER

L CERTIFIED NURSING FACILITY

ALLOCATION METHOO:
FATIENT DAYS (O

OIRECT COST (]

OTIIER APPROVED METHOO D

3. CERT. NURSING FAC. PERCENTAGE

. VALID TIMESTUOY (]
DIRECT HOURS (J

SQ UARE FOOTAGE

()]

@

. |7-SeEECH *

L CERT. NURSING FACILITY

NG

PERCENT

Q) (L)
HOSPITAL-BASED

L OTHER i

SQ. FT.

3. PHYSICAL THERALY *

P ey e

4L X-RAY ¢

S. LABORATORY *

G OXVCENRESP, T!(ERAPY .

L. OTHER ¢

3. DRUGCS *

@.TOTAL . ]

* Foc Haspita(-Based Cortiticd 10

DIETARY

L¢})

ucsiag Facility Qaly

2]

MEALS

PERCENT

. CERT. NURSING FACILITY
L ALLOTHER -

3. TOTAL

ALLOCATION METHOD:
MEAL COUNT: (]

" .3 * INPATIENT DAYS:(]

ANCILLARY CHARGES

(4]

@

« Avverecacccwaty & 4. 4,

Exhibit B
Page 86-T

o s

.

L PHYSICAL THERAPY
LXRAY
1. LABORATORY

S.SPEECH .
¢ OTUER
1. DRUGS
L. TOTAL

4. OXYCEN/RES®. TUERAPY

TOTAL

CNF

CNE % MEDICAID

MEDICALD %

E

OCCUPANCY ST ATIST((S

)

. LICENSED BEDS AT

- |r ucexseo seosar

. END OF PERIOD
3. BED DAYS AVAILABLE
L TOTAL PATIENT DAYS
% OCCUPANCY -
¢ KMAP PATIENT DAYS
1. % KMAP OCCUPANCY

BEGUWNNING OF PERIOD

CERTIFIED |
NURSING
FACILITY

OTHER
LONG-TERM
- CARE

18}]

‘CARE

ABBMIONAL STATISTICS .

L. O(RECT ROUTINE NURSING HOURS - CERTIFIED
NURSING FACILITY ONLY )

L TOTAL DIRECT D(ETARY HOURS
- YOTAL DIRECT HOUSEKEELNG ((QURS.

ALLD in

02009
STUTY

TN# 00-04
Supersedes
TN# 96-10

Approvcd e T

Eff. Date 1-1-00




exnibit B

o Page 86-U
DISCLOSURE SECTION
VENDOR NAME: ot
VENDOR NUMBER:_
A: STATEMENT OF ORGANIZATIONS CONTRACTED WITH
NAME TYPE OF BUSINESS —DATE OF CONTRACT

0: PROTESTED AMOUNTS (NON-ALLOWABLE COST REPORT [TEMS)

(TEM . : . AMOUNT SCI{EDU(:E AND.UNE
. — -
4
TN# 00-04 Approved AUG 10 2001 Eff. Date 1-1-00
Supersedes ‘

TN# 96-10





